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buildingGathering stakeholder perspectives and establishing consensus
are essential ﬁrst steps in the development of a collaborative
acute care framework for Africa. In this issue, we present the
summary from the ﬁrst in a series of African Federation for
Emergency Medicine consensus conferences on acute and
emergency care, building on the recent publication of the emer-
gency nursing consensus paper.1 These meetings aim to gather
a range of providers, academics, researchers and policy makers
to formulate goals and action plans to address the regional
burden of acute disease. Speciﬁcally, they serve to guide the
scientiﬁc agenda of AFEM. In the year since the meeting,
AFEM has begun to develop and implement several proposals
that emerged from the discussion, including curricula, commu-
nication networks, and operational and essential component
documents.
There remain four foundational challenges to integrate
acute and emergency care into health systems in sub-Saharan
Africa:
1. The burden of acute disease in sub-Saharan Africa is
severely under-documented. Some data exist on the distri-
bution of inpatient diagnoses in the region, but the actual
range of acute presentations to health facilities is almost
completely unknown. Studies that compare police, hospital,
and insurance records with other sources in low-income
countries, for example, suggest that as few as one in 10 inju-
ries may be documented in ofﬁcial counts.2–5
2. Healthcare facilities often lack an integrated approach to
triage, resuscitation, and stabilization of acutely ill patients.
Even at a single small district hospital, acutely ill patients
may be cared for by several different departments, depend-
ing on age, pregnancy status, and speciﬁc disease states.
This vertical approach means that there is rarely a dedi-
cated acute intake area staffed with non rotating personnel
trained in resuscitation and stabilization.Peer review under responsibility of African Federation for Emergency
Medicine.
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have not been established, and there is no consensus on
how to deﬁne success. To date, there has been no systematic
analysis of the acute care delivery systems most appropriate
to these varied contexts. While there are scattered examples
of successful interventions, little is known about what
makes these programs effective or how others might repli-
cate their success.
4. There is no current advocacy plan for placing emergency
care on the global health agenda. Despite the essential role
of early resuscitation and stabilization in averting morbid-
ity and mortality, emergency and acute care are conspicu-
ously absent from discussions of global health priority
initiatives (such as the Millennium Development Goals
and UN consensus statements) and large-scale global
health funding strategies.
The second AFEM consensus conference is to be held on
8th November 2013 in Cape Town, in conjunction with the
Emergency Medicine Society of South Africa’s 4th Interna-
tional conference. The focus will be on generating review pa-
pers on the regional burden of acute disease and on the
current state of emergency care systems (to address 1 and 2
above), and to develop a white paper on pre- and out-of-hos-
pital emergency care systems (to facilitate 3 and 4 above).
With Resolution 60.22, the World Health Assembly has
called for all its member states to develop ‘‘formal, integrated
emergency care systems,’’ 6 and The Disease Control Priorities
in Developing Countries project estimates that 45 percent of
deaths and 36 percent of disability-adjusted life years
(DALYs) in low- and middle-income countries could be ad-
dressed by the implementation of emergency care systems.7
Please join us in Cape Town in November and help guide
AFEM towards its goal of mitigating the regional burden of
acute disease by integrating high-quality emergency care into
health systems across sub-Saharan Africa.
Other topics of interest in this issue include a look at the
development of emergency medicine as a specialty in Ethiopia.
You can read more about their successful conference held by
the newly formed Ethiopian Society of Emergency Medicine
Professionals (ESEMP) in Shajara (African Diary/Dossier
African). Kalebka et al. describes fascinating results from an and hosting by Elsevier B.V. All rights reserved.
2 Editorial Articlessurvey on the attitudes of emergency physicians towards sub-
stance abusers that attend the emergency centre. From this
work it would appear that despite regular contact with patients
that abuse substances, very few emergency physicians had an
understanding of, or formal training in dealing with the com-
plex needs of these patients. Kalebka sensibly suggests that this
should be considered as a part of core training for specialist
trainees. Finally, be sure not to miss the clinical review on
the management of burns by Landry et al. or the excellent
journal watch snippets by Ben Wachira.Acknowledgment
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